June 22, 1932 . Nasal sinus examination revealed infection of both spbenoids (B. influenzw), especially left. These sinuses and the antrum were drained intranasally. The patient improved mentally, becoming more intelligent and quieter, and sedative drugs were no longer necessary.
November 29, 1932 . Both septic tonsils were removed by dissection. Patient was now rapidly gaining weight and a definite mental improvement was apparent. She was quieter and more composed, and she slept well and was able to help in the wards, but during her menstrual periods she became confused, noisy, and irritable. Although she was steadily improving, blepharitis, and sclero-conjunctivitis were now more marked than during the period of her acute illness and persisted in spite of adequate local treatment, especially on the left side. On November 28, 1933, another sinus examination was carried out. The antrum was clear but the sphenoidal and ethmoidal sinuses contained flakes of mucopus.
A similar procedure on December 19 and other dates was followed by improvement in the conjunctivae and lids.
By this time the menstrual relapses were much less marked and were characterized by simple irritability with no mental confusion. She went home on leave, worked intelligently in the hospital laundry and was able to discuss her case with insight; this improvement continued. She was discharged April 12, 1934, and has remained well at home. REFERENCES GRAVES, T. C., and PICKWORTH, F. A., Proceedings, 1928 , xxi, 1267 .
Id., The Lancet, 1932, (ii), 57, 115. Id., Joutrn. Ment. Sci., 1932, lxxviii, No. 322. WATSON-WILLIAMS, PATRICK, "Chronic Nasal Sinnsitis and its Relation to General Medicine," 2nd ed., Bristol, p. 70. P. WATSON WILLIAMS said that Dr. Graves could not be accused of rushing into the sinus treatment, as one of the patients had been a sufferer from the mental condition for over three years, and it was only his (Dr. Graves') feeling that the origin of the trouble might be found in the sinuses that had made him determine to investigate and treat the sphenoidal and other sinus infections present.
What struck those who sew cases of sinus disease not in asylums was the necessity, if possible, of seeing and treating these patients at an earlier stage. Failing this early recognition and treatment, there were many who would drift into lunacy, or something nearly as bad.
On the Control of Air-Pressure in the Lungs after Tracheotomy By MUSGRAVE WOODMAN (Chairman) WHEN I was a house-surgeon I was impressed by a case of chronic intestinal obstruction with superimposed acute obstruction, the abdomen being much distended and the coils of intestine showing through the skin. The patient was much distressed, and he had a poor pulse. My chief carried out a colostomy and tied in a Paul's tube of efficient diameter, and out of this came large quantities of ftecal matter. At first this brought great relief, but with the passage of the faeces, anxiety increased, the pulse diminished, and within twenty-four hours the patient was dead. That impression has remained with me.
Three years ago a man came to me with chronic obstruction of the larynx; he had had this with increasing severity, for three or four months. He entered hospital, and we inserted a good tracheotomy tube, of wide bore. The relief from this was instantaneous, but lasted only for a few hours, at the end of which he began to get water-logged. He had a cough, and mucus and saliva streamed out of the tracheotomy opening. CEdema and collapse of the lungs developed and the patient died. His death was due, not to pneumonia, but to complete collapse of the lung.
Proceedings of the Royal Society of Medicine 70 I have studied that case and similar ones, with the help of Professor Daly. It is evident that we must control the pressure in the trachea, just as we should, and probably do, control the pressure in colostomy when there exists considerable pressure inside. Mr. Negus has shown us that the primary function of the larynx is sphincteric; it is not vocal. The question arises whether we are too abrupt in cutting out, by the tracheotomy opening, that sphincteric control which is the necessary and normal part of human physiology.
For that reason I have been using in my practice for two years, a valve of a simple character, designed to control this intratracheal pressure. It fits on to a Durham tube, and the size of the outlet can be readily adjusted by the nurse, but the outlet is never as large as the tracheotomy tube opening. The patient still has to work for breath, but less than before, and I instruct the nurse to give the screw a turn every hour, so as to gradually widen it to the extent that it ought to be widened. It can be removed from the inner tube for cleaning. The great importance of the valve is that it must be used immediately after the operation, when the distress due to the change is at its greatest.
At the top of the illistration is an ordinary Duirham outer tube. In the centre is the inner tube with the special valve locked in position. The lowest figure shows the detached valve with the flanges in the fully abducted position.
Di8Ce88ion.-V. E. NEGUS said that the larynx played an important part in controlling the inlet and exit of air into and from the lungs. He himself had designed a valve in this connexion which, however, was not satisfactory, and he was interested to see one that had proved to be successful. The question of washing out of carbon dioxide must be considered. Occasionally a patient underwent an apparently successful tracheotomy and subsequently died. The reason, he thought, was that the alveolar carbon dioxide in laryngeal obstruction rose from the normal 5 * 6%, even to 8%, and the alkali reserve had to be raised in proportion to fix the higher percentage of carbon dioxide in the blood. If tracheotomy was performed, the patient might, even in a few breaths, bring the alveolar carbon dioxide down to 5 6%. The lowered percentage of carbon dioxide in the blood was fixed and was not sufficient to stimulate the respiratory centre, which was set to a high level. The drop of this percentage and its fixation by the excess alkali reserve led to cessation of respiration, and possibly to death. The immediate indication was to give carbon dioxide. The valve would be of use in this respect if applied at the danger time, immediately after the tracheotomy. If springs could be fitted to Mr. Woodman's valve to control the size of the artificial glottis it would be an advantage, because the glottis opened at inspiration, and partially closed at expiration. W. STIRK ADAMS said that this subject involved two problems. The first concerned the period immediately after tracheotomy. He could visualize two cases: In one there was acute oedema of the lungs. A child, aged 5, with obstruction from laryngeal diphtheria underwent an emergency tracheotomy, without anesthesia. Blood-stained mucus poured out of the tube for twenty minutes after the operation, and the condition then subsided, with recovery of the patient. That was with a free tracheotomy tube. In the other case, laryngeal obstruction followed an influenzal acute upper respiratory infection. A man, aged 30, developed dyspncea during the night, and when seen at noon on the following day he was conscious but very distressed. He was propped up in bed, ashen grey in colour, and using all his accessory respiratory muscles; he tried to take his false teeth out and fell back unconscious. He (the speaker) had performed tracheotomy immediately, but although respiration was then free, the patient rapidly became water-logged and died twenty minutes after the operation.
The other problem concerned what might happen three or four days after operation, in cases of more chronic obstruction, in which there was a secretion of infective mucus.
The CHAIRMAN (in reply) said that he would be glad to try improvement on the lines which Mr. Negus had suggested. He again emphasized the importance of using the valve immediately after the tracheotomy; it was kept in readiness in the theatre for connexion with the inner tube.
Speech Re-education Methods
By FREDA PARSONS I HAVE been asked to give a short demonstration of my methods in the teaching of phonetic speech sounds, especially in relation to patients with cleft palate and delayed speech.
The first essential in all this work is to arouse in the patient a keen interest and a joy in correct speech-formation. Before treatment a large majority of patients are mentally depressed owing to the realization of their speech inability, and this depression develops into a very sure sense of inferiority.
Speech training is necessary for all who find they are unintelligible through speech, accoraing to the language in which they are speaking. Hindrance to normal speech is serious, for three main reasons: (1) Speech is the ventilator of the mind, and when normal speech formation is impossible or difficult, the personality becomes imprisoned. (2) Speech has been well described as "the trellis on wvnich the mind can climb"; so that wben speech is difficult the mind has no trellis, and mental development is hindered. (3) Speech is the chief means of social intercourse. If children, or even adults, are unable to speak they feel socially and otherwise inferior.
Speech-training must therefore give intelligibility to speech. I have not time to show my methods for people who stammer, or for those who have aphasia and similar speech defects. I shall merely show some exercises which I use in the treatment of cleft palate and delayed ability to speak. I not only teach the formation of sounds but alsd' the oiling of the speech machinery, thus giving it the flexibility necessary for the formation of ordinary voiceless stops and voiceless continuants. Then we pass to the teaching of tone-placing, and the importance of exercising the right "pull." The vowels will then fall into shape normally. For that reason we pay little attention to vowel practising; we concentrate on consonants, and indulge in conversational games. I try to instil into my pupils a sense of confidence and ability and get them to take joy in this game of speech. I arrange different exercises every week to keep up the interest and excitement. Especially I get them to produce the sound through the mouth, not through the nose.
[Among the pupils demonstrated was a lady, aged 56, who had a complete cleft palate; she was wearing an obturator, and she had been unable to ring up anybody on the telephone, or to make herself understood in business. Her enunciation at the demonstration was not far short of perfect, and she had been able to resume her business without inconvenience.]
